Background--A beneficial effect of metformin on heart failure requires confirmation.
H eart failure (HF) is a common and serious clinical entity that has always been neglected. According to epidemiological studies using the reimbursement database of the National Health Insurance (NHI) in Taiwan, the annual incidence of hospitalization for HF (HHF) in 2005 was 88 and 2181 per 100 000 population in younger (20-64 years old) and elderly (≥65 years old) people, respectively. 1, 2 Age and male sex are major risk factors, and diabetes mellitus, hypertension, chronic obstructive pulmonary disease, nephropathy, ischemic heart disease, and peripheral arterial disease are common comorbidities seen in patients with HF. 2 The mean length of stay for the first episode of HHF was 15.8 days, and the in-hospital mortality was 3.9% in Taiwan. 2 Metformin, now a first-line oral antidiabetic drug recommended for the treatment of type 2 diabetes mellitus, exerts an insulin-sensitizing effect. 3 Because of a potential risk of fatal lactic acidosis, metformin has long been underprescribed, especially in patients with HF. 4 This condition has much improved after recent epidemiological studies showing that the risk of lactic acidosis associated with metformin use is not greater than with other antidiabetic drugs 5 and that metformin use in patients with diabetes mellitus and HF does not necessarily increase the risk of lactic acidosis. 6 To the best of our knowledge, no previous epidemiological studies in either Asian or non-Asian populations have ever investigated whether metformin might reduce the risk of HF in patients with type 2 diabetes mellitus. The present population-based retrospective cohort study investigated such a possible effect by comparing the risk of HHF between ever users and never users of metformin in Taiwanese patients.
Materials and Methods

Study Population
Taiwan's NHI is a unique and universal healthcare system covering >99% of the population. It has been implemented since March 1995, and all hospitals have contracts with the Bureau of the NHI. The Bureau of the NHI keeps records of all disease diagnoses, medication prescriptions, and clinical procedures used for reimbursement purposes. Investigators may use the database for academic research if approved after an ethics review. The present study was granted an approval number 99 274 by the National Health Research Institutes. According to local law, public availability of the individualized data was not permitted and informed consent was not required for the use of the deidentified database.
During the study period, the International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM), was used for disease diagnoses and diabetes mellitus was coded 250.XX. HHF was defined by a primary diagnosis of HF during an admission to a hospital (ICD-9-CM codes 398.91, 402. 11, 402.91, 404.11, 404.13, 404.91, 404 .93, and 428).
The database was described in detail in a previously published article. 7 The present study first enrolled an unmatched original cohort and a propensity score (PS)matched cohort (the matched cohort I) for main analyses after the procedures shown in the Figure. At first, 423 949 patients who had new-onset diabetes mellitus during 1999 to 2005 in the outpatient clinics and had received ≥2 prescriptions of antidiabetic drugs were identified. The following patients were then excluded: (1) ever users of metformin who had received other antidiabetic drugs before metformin was initiated (n=183 837); (2) patients with type 1 diabetes mellitus (n=2062), (3) patients with missing data (n=424), (4) patients with a diagnosis of HF at outpatient clinics or during hospitalization before entry or within 6 months of diabetes mellitus diagnosis (n=4444), and (5) patients with follow-up <180 days (n=16 896). As a result, 172 542 ever users and 43 744 never users of metformin were identified as the unmatched original cohort. PS was created from all characteristics listed in Table 1 plus the date of entry by logistic regression. A matched-pairs cohort of 41 714 ever users and 41 714 never users (the matched cohort I) was then created by matching the PS based on the Greedy 8?1 digit match algorithm, as detailed elsewhere. 8, 9 Data Collection Potential confounders included the following categories of variables: (1) demographic data: age, sex, occupation, and living region; (2) major comorbidities: hypertension, dyslipidemia, and obesity; (3) diabetes mellitus-related complications: nephropathy, eye diseases, stroke, ischemic heart disease, and peripheral arterial disease; (4) antidiabetic drugs: insulin, sulfonylurea, meglitinide, acarbose, rosiglitazone, and pioglitazone; (5) commonly encountered comorbidities: chronic obstructive pulmonary disease (a surrogate for smoking), tobacco abuse, alcohol-related diagnoses, hepatitis B virus infection, hepatitis C virus infection, cirrhosis of liver without mention of alcohol, other chronic nonalcoholic liver disease, and cancer; and (6) commonly used medications in patients with diabetes mellitus: angiotensin-converting enzyme inhibitor/angiotensin receptor blocker, calcium channel blocker, statin, fibrate, and aspirin. The classifications of living region and occupation were detailed elsewhere. 10 In brief, the living region was classified as Taipei, Northern, Central, Southern, and Kao-Ping/Eastern. Occupation was classified as class I (civil servants, teachers, employees of governmental or private businesses, professionals, and technicians), class II (people without a specific employer, selfemployed people, or sea people), class III (farmers or fisher people), and class IV (low-income families supported by social welfare or veterans). The ICD-9-CM codes for the above diagnoses were as follows: hypertension (codes 401-405), dyslipidemia ( 
Clinical Perspective
What Is New?
• This population-based retrospective cohort study, using Taiwan's nationwide administrative database, shows that metformin use in patients with type 2 diabetes mellitus is associated with a lower risk of hospitalization for heart failure in a dose-response pattern, when compared with patients who have never been treated with metformin.
What Are the Clinical Implications?
• 
Statistical Analyses
Several principles have been recommended for the selection of variables in the estimation of PS to reduce bias. 11, 12 These include an inclusion of all variables associated with the outcome irrespective of their association with the treatment and the exclusion of potential instrumental variables that are strongly related to the treatment but not to the outcome. 11, 12 Therefore, Pearson correlation coefficients between HHF, metformin use, and all the covariates were first calculated from the unmatched cohort and a new set of PS was created by including variables correlated with HHF (regardless of their correlations with metformin use) and excluding variables correlated with metformin use but not with HHF in the estimation of PS. A new matched cohort (the matched cohort II), based on this new set of PSs, was then created by applying the Greedy 8?1 digit match algorithm. 8, 9 Analyses were conducted in the unmatched original cohort, matched cohort I, and matched cohort II. Results derived from different cohorts allowed the examination of the consistency of the findings and to check model misspecification in models created from the different cohorts.
Baseline characteristics between never and ever users of metformin were compared by Student t test for age as a continuous variable and by v 2 test for other variables. Balance for 13 Because there is no consensus for the cutoff value of standardized difference to indicate the presence of meaningful confounding, some investigators recommended a cutoff of >10%. 13 Cumulative duration of metformin therapy in months was calculated, and its tertiles were used for dose-response analyses. All patients should be alive until after January 1, 2006, and follow-up started after this date. Incidence density of HHF was calculated for never users, ever users, and the tertiles of cumulative duration of metformin therapy. The numerator of the incidence was the case number of newonset HHF observed during follow-up. The denominator in person-years was the follow-up duration, which ended on December 31, 2011; at the time of a new-onset HHF; or on the date of death or the last reimbursement record.
As main analyses, hazard ratios and their 95% CIs for ever users and for each tertile of cumulative duration in comparison to never users were estimated in the unmatched cohort and the matched cohort I. For the unmatched cohort, Cox hazard regression analysis, incorporated with the inverse probability of treatment weighting using the PS (proposed by Austin, who showed that this method reduces the potential confounding from the differences in characteristics 14 ) , was used to estimate the hazard ratios and their 95% CIs. For the matched cohort I, na€ ıve Cox models were created. Age was treated as a continuous variable in the estimation of PS in these main analyses.
To examine the consistency of the findings, analyses were also conducted with age modified in the estimation of PS in the following 4 conditions: (1) age as a continuous variable with log transformation; (2) age divided into 2 subgroups of <65 and ≥65 years; (3) age divided into 2 subgroups (<65 and ≥65 years) with addition of interaction term of age and chronic obstructive pulmonary disease; and (4) age divided into 2 subgroups (<65 and ≥65 years) with addition of interaction term of age and nephropathy. Both chronic obstructive pulmonary disease and nephropathy have been identified as important risk factors for HHF in our previous study. 2 However, among the patients with HHF, chronic obstructive pulmonary disease was more common in the older subgroup (8.6% versus 21.9%; P<0.0001) and nephropathy was more common in the younger subgroup (17.8% versus 11.1%; P<0.0001). The above analyses were conducted in both the unmatched cohort and the matched cohort I to examine the consistency of the findings before and after matching for PS.
Additional models for the unmatched cohort, the matched cohort I, and the matched cohort II were created to examine whether models adjusted for all covariates, as done in a traditional Cox regression or Cox models adjusted for PS (as either a continuous variable or a categorical variable divided into quintiles) would be less subject to model misspecification. In these models, age was either treated as a continuous variable or modified in 1 of the 4 conditions, as mentioned above. The Ramsey Regression Specification Error Test was conducted, and P>0.05 indicated that there would be no functional form misspecification. 15 Because Austin has proposed 3 approaches (ie, na€ ıve Cox model, stratified Cox model, and robust Cox model) to estimate marginal hazard ratios after PS matching, 14 these additional models were created to estimate the hazard ratios comparing ever users versus never users of metformin in the matched cohort I and the matched cohort II. In the estimation of PS, age was either treated as a continuous variable or modified in 1 of the 4 conditions, as mentioned above.
Analyses were conducted using SAS statistical software, version 9.3 (SAS Institute, Cary, NC). P<0.05 was considered statistically significant. Table 1 shows the baseline characteristics in never and ever users of metformin in the unmatched cohort. It is evident that, except for alcohol-related diagnoses and hepatitis B virus infection, all other baseline characteristics differed significantly between never and ever users of metformin. Values of standardized difference were >10% in 21 comparisons of the 31 covariates, suggesting that never and ever users of metformin in the unmatched cohort were imbalanced in the distribution of baseline characteristics. The Pearson correlation coefficients between baseline characteristics and HHF and metformin use are shown in Table 2 . Ten variables (ie, living region, rosiglitazone, pioglitazone, tobacco abuse, hepatitis C virus infection, cirrhosis of liver without mention of alcohol, other chronic nonalcoholic liver disease, cancer, statin, and fibrate) were identified as potential instrumental variables because they were correlated with metformin use but not with HHF. Therefore, these 10 variables were excluded in the estimation of PS that was used for the creation of the matched cohort II and in the analyses of the matched cohort II when PS was applied.
Results
The baseline characteristics between never and ever users of metformin in the matched cohort I and matched cohort II are shown in Table 3 . After matching, only a few baseline characteristics remained significantly different between never and ever users of metformin, but the values of standardized difference were <10% for all covariates, suggesting that never and ever users of metformin in both matched cohorts were well matched and they were balanced in the distribution of baseline characteristics. Table 4 shows the incidence of HHF and the hazard ratios by metformin exposure in the main analyses. The results consistently supported a lower risk of HHF associated with metformin use in a dose-response pattern. In general, hazard ratios estimated from the unmatched cohort deviated further away from unity compared with the corresponding hazard ratios derived from the matched cohort I. The overall risk reduction estimated from the unmatched cohort was 65%, but was 43% in the matched cohort I. Metformin use for >29.5 months (or approximately 2.5 years) in the second and third tertiles in the matched cohort I showed a significantly reduced risk. Age was treated as a continuous variable in the data shown in Table 4 . However, the results were similar when age was modified in the estimation of PS in the following conditions (data not shown): (1) age as a continuous variable with log transformation; (2) age divided into 2 subgroups of <65 and ≥65 years; (3) age divided into 2 subgroups (<65 and ≥65 years) with addition of interaction term of age and chronic obstructive pulmonary disease; and (4) age divided into 2 subgroups (<65 and ≥65 years) with addition of interaction term of age and nephropathy.
The P values of Ramsey Regression Specification Error Test for the various models investigating model misspecification are shown in Table 5 . All P<0.0001 in the unmatched cohort for all the corresponding models that considered the 2 sets of covariates (with or without excluding the 10 potential instrumental variables) for adjustment or for estimating PS (data not shown), suggesting functional form misspecification in all analyses in the unmatched cohort. In the matched cohort I, only the models created with age treated as a continuous 
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À0.071**** . . . variable with log transformation in the PS-adjusted models (PS being treated as a continuous variable or as quintiles) were free from model misspecification. In the matched cohort II, misspecification was noted only in the models that adjusted for all covariates, as done in a traditional Cox regression, and all other models adjusted for PS (either as a continuous variable or as quintiles) were free from model misspecification. Table 6 compares the hazard ratios derived from models after adjustment for PS being treated as a continuous variable in the matched cohort I and the matched cohort II. All results consistently supported a lower risk of HHF associated with metformin use in a dose-response pattern, especially when the cumulative duration of metformin therapy was >2.5 years in the second and third tertiles. Although the Ramsey Regression Specification Error Test might indicate model misspecification in the matched cohort I, the hazard ratios derived from the matched cohort I were similar to the corresponding hazard ratios derived from the matched cohort II, which were free from model misspecification. The conclusions derived from both matched cohorts were basically the same. Results comparing the hazard ratios after adjustment for PS quintiles as categorical variables were similar and not shown in the table. Table 7 compares the hazard ratios for ever versus never users of metformin, estimated by the na€ ıve, stratified, and robust models in the matched cohort I and the matched cohort II. All models consistently supported a significantly lower risk of HHF associated with metformin use. While comparing the corresponding hazard ratios in different models between the matched cohort I and the matched cohort II, there seemed to be a trend of further deviation from unity for hazard ratios estimated in the matched cohort I. While comparing the different models in the matched cohort I and matched cohort II, there was a trend of deviation toward unity from the na€ ıve to the stratified and to the robust models. However, the differences were small and did not affect the conclusion of a lower risk associated with metformin use. The data shown in Table 7 were analyzed with age treated as a continuous variable, but the results were similar when age was modified in the estimation of PS (data not shown).
Entry date
Discussion
Main Findings
This is the first population-based observational study that consistently showed a reduced risk of HHF associated with metformin use in patients with type 2 diabetes mellitus in a dose-response pattern and in different analyses (Tables 4, 6 , and 7) . Such a beneficial effect was especially significant when metformin had been used for more than %2.5 years in the second and third tertiles of cumulative duration of metformin therapy in the matched cohorts (Tables 4 and 6 ).
Additional Consideration of Potential Residual Confounding
The present study followed up patients up to December 31, 2011, and the data might seem to be a little old. However, it is recognized that metformin is one of the oldest classes of oral antidiabetic drugs. It has been consistently used in clinical practice in Taiwan for over half a century and remained a main treatment option even during the time of its withdrawal in the United States. It has been in use since the implementation of the NHI in 1995. A termination of the observation period by December 31, 2011, also rendered the study less influenced by potential confounding effects of incretin-based therapies and sodium glucose cotransporter 2 inhibitors. These newer classes of antidiabetic drugs introduced into Taiwan in recent years may have an impact on HF. Sodium glucose cotransporter 2 inhibitors were not available in Taiwan throughout the study period, but some patients might have been treated with incretin-based therapies during follow-up. Secondary analyses after excluding patients who happened to receive incretin-based therapies during follow-up did not remarkably change the results of the study (data not shown). To further exclude the potential impact of irregular follow-up, secondary analyses were conducted after excluding patients who had not received regular refills (ie, having 2 consecutive prescriptions spanning >4 months). The results were also similar and would not change the conclusions of the study (data not shown).
Because aging may potentially increase the risk of HF, 1,2 the older age in never users of metformin in the 2 matched cohorts ( Table 3 ) might exert some residual confounding effect. Although the values of standardized difference did not suggest such a possibility (Table 3) , subgroup analyses were conducted for further clarification. The reduced risk of HHF associated with metformin use could be similarly demonstrated in patients aged <65 and ≥65 years (data not shown). Also, some covariates might be significantly different between never and ever users of metformin in the matched cohorts (ie, sex, stroke, sulfonylurea use, acarbose use, and pioglitazone use, as shown in Table 3 ). Additional analyses conducted in subgroups of these covariates consistently supported a Age was treated as a continuous variable in the estimation of propensity scores in the above table. The results were similar when age was modified in the estimation of propensity scores in the following conditions: (1) age as a continuous variable with log transformation; (2) age divided into 2 subgroups of <65 and ≥65 years; (3) age divided into 2 subgroups (<65 and ≥65 years) with addition of interaction term of age and chronic obstructive pulmonary disease; and (4) age divided into 2 subgroups (<65 and ≥65 years) with addition of interaction term of age and nephropathy. HHF indicates hospitalization for heart failure. *Hazard ratios in the unmatched cohort were estimated by Cox regression model, incorporated with the inverse probability of treatment weighting using propensity score. Continued significantly lower risk of HHF associated with metformin use in all subgroups (data not shown). Therefore, the possibility of residual confounding from the slight, but significant, difference in the distribution of covariates was minimal.
Model Misspecification
In this population-based study, models created from the unmatched cohort were subject to model misspecification (footnote under Table 5 ). However, this could be corrected by deleting potential instrumental variables in the estimation of PS used for creating the matched cohort (matched cohort II, Table 5 ) and by using the PS (treated as either a continuous variable or a categorical variable divided into quintiles) as a covariate for adjustment ( Table 5 ). Although model misspecification might exist in the matched cohort I, the results were similar to the analyses conducted in the matched cohort II, which were free from model misspecification (Table 6) . Therefore, using a PS-matched cohort with careful exclusion of potential instrumental variables in the estimation of PS and consideration of adjustment for PS in the Cox regression would be a simple way to derive unbiased estimates with models free from misspecification.
Common Methodological Limitations Addressed
Common methodological limitations seen in most pharmacoepidemiological studies, such as selection, prevalent user, immortal time biases, and confounding by indication, have been carefully addressed in the present study. The use of a nationwide database covering >99% of the population avoided selection bias. Prevalent user bias was avoided by enrolling patients with new-onset diabetes mellitus and new users of metformin. In addition, the impacts of other antidiabetic drugs, which were used before metformin was initiated, were also avoided in the present study by including metformin ever users who received metformin as the first antidiabetic drug (Figure) .
Immortal time is the follow-up period during which the outcome cannot happen. 16 Immortal time bias can be introduced when the treatment status or the follow-up time is inappropriately assigned. In the present study, most cases with an indefinite diagnosis of diabetes mellitus had been excluded by enrolling only patients who had received ≥2 prescriptions of antidiabetic drugs (Figure) . The treatment status was also unlikely misclassified because the NHI is a universal healthcare system in Taiwan and all prescription information was available during the long follow-up period. Both the immortal time from diabetes mellitus diagnosis to the start of antidiabetic drugs and in those with a short follow-up period of <180 days were not included in the calculation of person-years in the present study. Because patients can get all discharge drugs directly from the hospital at the time of discharge in Taiwan, the immortal time that would result from the waiting period between drug prescription and dispense during discharge (as pointed out by L evesque et al 16 ) would not happen here.
The use of the PS-matched cohorts (Figure, Table 3 ), the Cox hazard regression analysis incorporated with inverse probability of treatment weighting (Table 4) , and the models adjusted for PS (Table 6 ) were aimed at reducing confounding by indication. Because none of the standardized differences had a value >10% in the matched cohorts (Table 3) , a 
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Age was treated as a continuous variable in the estimation of propensity scores in the above table. The results were similar when age was modified in the estimation of propensity scores in the following conditions: (1) age as a continuous variable with log transformation; (2) age divided into 2 subgroups of <65 and ≥65 years; (3) age divided into 2 subgroups (<65 and ≥65 years) with addition of interaction term of age and chronic obstructive pulmonary disease; and (4) age divided into 2 subgroups (<65 and ≥65 years) with addition of interaction term of age and nephropathy. HHF indicates hospitalization for heart failure. potential risk of residual confounding from the covariates was less likely in the analyses conducted in the matched cohorts. Furthermore, the protective effect of metformin on HHF was consistently supported by additional analyses after considering the nonlinear effect of age and the potential interaction between age and diseases, such as chronic obstructive pulmonary disease and nephropathy (Tables 4, 6, and 7) .
Strengths
The present study has some additional merits. Self-reporting bias could be reduced by using the medical records. Although detection bias resulting from different socioeconomic status can be a problem in some countries, this was less likely in Taiwan. In general, the drug cost sharing is low in the NHI system and many expenses can be waived in veterans, in patients with low income, or when the patients receive prescription refills for chronic disease.
Limitations
Study limitations may include a lack of measurement data of confounders, like biochemical and humoral data, anthropometric factors, cigarette smoking, alcohol drinking, lifestyle, physical activity, nutritional status, salt intake, family history, and genetic parameters. Because this is a real-world observation study using administrative data, it is deemed that confirmation with prospective cohort studies or open-label trials is at least necessary because further randomized placebo-controlled trials with an old drug of metformin may be unrealistic.
Perspectives
There are some clinical implications of these data with regard to the use of an old antidiabetic drug of metformin. Recent clinical studies suggested a possible risk of HF associated with dipeptidyl dipeptidase-4 inhibitors 17,18 and a protective effect on HF for a new class of oral antidiabetic drugs of the sodium glucose cotransporter 2 inhibitors, including empagliflozin, 19 canagliflozine, 20 and dapagliflozin. 21 Whether a combination of metformin with dipeptidyl dipeptidase-4 inhibitors may counteract or alleviate the potential risk of HF or a combination of metformin with a sodium glucose cotransporter 2 inhibitor may magnify the protective effect against HF is worthy of future investigation. The beneficial effect of sodium glucose cotransporter 2 inhibitors on HF is immediate, [19] [20] [21] but it takes at least 2.5 years for metformin to show a protection against HF (Tables 4 and 6 ). Therefore, an early and continuous use of metformin in combination with later add-on of sodium glucose cotransporter 2 inhibitors if more effective glycemic control is required will probably provide a consistent protection against HF in patients with type 2 diabetes mellitus. The antiaging, anticancer, and antiatherogenic effects of metformin, 22 together with the protection against HF, as shown in the present study, provide good rationale for metformin as a firstline therapy for type 2 diabetes mellitus.
Differences From Earlier Studies
Although favorable effects on diabetes mellitus-related cardiovascular outcomes can be observed in metformin users in a landmark trial, its effect on the incidence of HF could not be demonstrated. 23 This could be because of the small numbers of HF cases observed in the trial (11 and 17 cases in the metformin group and the conventional treatment group, respectively). A meta-analysis including 4 clinical trials with small event numbers also suggested a neutral effect of metformin on HF risk (hazard ratio, 1.03; 95% CI,, 0.67-1.59). 24 None of the previous trials evaluated HF as a primary end point, and they might be underpowered. Some observational studies comparing HF risk among users of different classes of antidiabetic drugs suggested a lower risk of HF associated with metformin use. [25] [26] [27] [28] However, these studies, published approximately 10 years ago, were conducted in western countries and they all had limitations that did not allow a conclusion of a preventive effect of metformin on HF. First, none of them fully addressed the methodological limitations commonly encountered in pharmacoepidemiological studies, such as selection, prevalent users, immortal time biases, and confounding by indication. Second, these previous studies compared HF risk among different classes of drugs and, therefore, a lower risk in metformin users in comparison to users of other classes of drugs did not necessarily imply a protective effect of metformin. Third, some studies evaluated patients treated with various classes of antidiabetic drugs as monotherapy, but most patients are treated with multiple drugs for glycemic control in the real world. For example, the study by McAlister et al 25 retrospectively evaluated the risk of HF in patients treated with monotherapy of metformin or sulfonylurea and found that the incidence of HF was 4.4 per 100 treatmentyears in the sulfonylurea group and 3.3 per 100 treatmentyears in the metformin group. The findings in this study can only be interpreted as a lower incidence of HF among metformin users while compared with sulfonylurea users, but they should not be interpreted as a preventive role of metformin on HF. The study by Casscells et al 26 was limited by cross-sectional design, enrollment of patients from a Military Health System, and aiming at comparing HF risk between rosiglitazone and other antidiabetic drugs. Tzoulaki et al compared the risk of HF among several classes of oral antidiabetic drugs and showed that the risk was significantly higher among sulfonylurea users while compared with patients receiving metformin monotherapy. 27 This study had potential risk of residual confounding or confounding by indication, and a lower risk in patients with metformin monotherapy should not be interpreted as a preventive effect of metformin. Pantalone et al retrospectively compared HF risk among 4 groups of patients who received initial prescription of monotherapy of rosiglitazone, pioglitazone, metformin, or sulfonylurea at baseline in a single clinic. 28 Although metformin was associated with a lower risk when compared with sulfonylurea (hazard ratio, 0.76; 95% CI, 0.64-0.91), confounding by indication and selection bias resulting from a single clinic could not be excluded. In addition, a lower risk of HF while comparing metformin monotherapy with sulfonylurea therapy at baseline could not be interpreted as a preventive effect of metformin.
Potential Mechanisms
The mechanisms of a reduced risk of HF associated with metformin use require further investigation, but some biological actions of metformin could explain such a beneficial effect. Metformin inhibits the mitochondrial respiratory-chain complex 1, leading to an activation of the liver kinase B1/5 0 -AMP kinase pathway, which, in turn, inhibits gluconeogenesis in the liver and lowers blood glucose. 29 Besides, metformin improves insulin resistance by increasing the expression of the insulin receptor and activation of tyrosine kinase, 30 and it has been shown to exert cardiac and vascular protective effects via AMP kinase-dependent and AMP kinase-independent pathways in in vitro and in vivo studies. 31 Metformin improves the endothelial function, reduces oxidative stress and inflammation, and reverses the effects of angiotensin II. 31 It attenuates ischemia-reperfusion injury 31 and has effects on the metabolism and contractile function of myocardial cells in the failing heart by enhancing glucose uptake in the insulinresistant state. 32 
Conclusions
This population-based retrospective cohort study supports a reduced risk of HHF associated with metformin use in patients with type 2 diabetes mellitus. Because metformin is inexpensive and safe and would not cause hypoglycemia when used as monotherapy, its protection against HF is worthy of more extensive investigation in both patients with diabetes mellitus and people without diabetes mellitus.
